In the preceding article (p 97) I described the origins and current structure and functions of the principal systems of external quality monitoring in the United States. As institutions operating in a complex and sometimes contentious area, these organisations have been subject to several pressures for change. This paper examines five of these pressures (box), among which perhaps the most important potential influence is the question of national health care reform. 
Balancing internal and external quality improvement initiatives The concept of continuous quality improvement in health care originates from industrial quality improvement programmes2-5 and emphasises the systematic origin of quality problems. It seeks to improve quality by improving overall performance rather than by detecting "unacceptable care."6 Historically, the external inspection methods of peer review as practised by the Peer Review Organisations have been at odds with this philosophy and have created tension between proponents of continuous quality improvement and external quality improvement. Although criticisms of the external inspection model have been productive in that changes in the Peer Review Organisation programme have resulted, the strength of criticism has created an apparent incompatibility between continuous quality improvement and all forms of external quality improvement. 7 The critical task for those charged with designing systems for monitoring quality is not only to find a way of making these two models compatible' but mutually supportive.9-13 A global system of quality improvement based solely on internal quality improvement presents insurmountable problems as it would be devoid of a system of public protection and external accountability. Conversely, an entirely external system would be equally insupportable because it would have to rely entirely on 34 3 Central to this vision was the construction of a database (a uniform clinical data set) in which processes of care could be linked to outcomes, thus shifting the "focus away from performing case by case reviews towards a broader-based epidemiologic analysis of the health care purchased by the Medicare program."34 The practical realities of this vision have since become apparent, and the emphasis within the Medicare programme has moved from trying to collect large sets of data to directly measure quality to the construction of smaller data sets that can be used to indicate and monitor quality. The previous quality improvement mechanisms within the Medicare programme have largely ignored ambulatory care, and in the light of the more general shift within the United States health care system towards managed care, the Health Care Financing Administration has started to place greater emphasis on developing quality measurement instruments that are of use in primary care. 36 The Joint Commission on the Accreditation of Healthcare Organisations has also been attempting to address its critics by reacting to the suggestion that it has historically focused only on the structural and process-oriented elements of quality. In 1986 it launched an "agenda for change"3 whose basis was The commission is hampered by several organisational features which may reduce the effectiveness of its change in direction. Most notably its assessments by teams of inspectors are periodic rather than continuous, and there is considerable organisational distance between the sites being visited and the commission's headquarters. Also the amount of information linking processes with outcomes is limited. Thus, although the move towards greater utilisation of outcomes in the measurement of quality is in keeping with more general trends, the nature of accreditation is such that an extended role for the commission is unlikely.
Health care reform
The public debate about health care reform in the United States both before and after President Clinton's election has focused on the twin issues of cost containment and universal access to health care. A wide variety of financing and organisational systems that might be introduced to address these problems has been considered, but, by contrast, relatively little public attention has been given to quality of care. One explanation could be that hitherto most of the public, the ... most of the public, the medical profession, and the policymakers believed that overall medical care costs could be reduced without affecting quality.
medical profession, and the policy makers believed that overall medical care costs could be reduced without affecting quality.40 Within interested groups, however, the possibility of major reform of the health care system has led to speculation about not only how that might affect existing quality monitoring systems but also whether the opportunity exists for more radical restructuring. In particular, the question has been raised whether the multiple overlapping and competing systems could be simplified'0 so that a single organisation had responsibility for monitoring the quality of care given to a particular population. Such an idea has arisen before; indeed, in 1975 Brook et al speculated that "with the coming of national health insurance, the Professional Standards Review Organisation programme will likely expand to review the care provided to the entire population."'" Although such speculation was premature as universal coverage did not arrive, it raised the important question of whether "area-wide review work(s) better than ... review which is coextensive with the agency providing the care."'" The problems that external quality monitoring organisations have historically faced and the various policy pressures that have been described would suggest that such a restructuring may be timely.
Although the Clinton plan has met with widespread approval, the political process of moving from legislation into real change will necessitate many compromises, and the eventual shape of the system may be very different from that proposed in the act. The basic structure of the reforms is for each state to have several health alliances which would be run by the states with federal supervision. A health alliance is a purchasing group buying health care services for thousands of consumers. It is proposed that these organisations will be of two types: regional alliances established by the states and corporate alliances which in general may be set up by employers with more than 5000 employees. Their responsibility would be to collect and distribute premiums, certify health plans, and offer them to consumers. They would be required to ensure that premiums rose no faster than a federally set limit, and they would publish data on the performance of health plans. A range of health plans would be offered by the alliances but would have to include at least one fee for service option which would offer unlimited choice. The cheapest option for consumers would most likely be a managed care plan in which care could be provided only by physicians affiliated to that organisation.
Each year the health alliances will be required to publish a performance report for each of the health plans that they offer, using an established set of national quality measures. These measures will be selected by the council of the National Quality Management Programme, a group of 15 individuals representing the interests of governmental and corporate purchasers, the health plans, the states, health care providers, and the research establishment. The proposed Health Security Act 1993"a is specific about the criteria that the council is to use in drawing up its list. Measures will be developed only for conditions that are significant in terms of prevalence, morbidity, mortality, or cost. The set of measures will have to reflect the range of services that are provided and be of proven reliability and validity. The collection of the data required to calculate the measure will not be allowed to create an undue burden on the organisation or individual providing the information. A criterion is included requiring that measures will be constructed only where sufficient variation exists between individuals and health care providers. The authors of the act have taken on the importance of outcomes of care by requiring that where a chosen measure is a process there must be a clearly established link between that process and a health outcome. Finally if the proposed measure is an outcome of care, the causal mechanisms that lead to that outcome must be within the control of the provider (with risk adjustment were necessary) for it to be included as one of the approved quality measures.
In addition to these measures of quality, the National Quality Management Council will be asked to conduct consumer surveys to gather information about access to care, the use of health services, health outcomes, and patient satisfaction. The sampling techniques of these surveys will be designed to ensure that vulnerable populations at risk of receiving inadequate care are included.
Although 
